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Abstract
Background: Spirituality is a fundamental dimension of our human nature that impacts on medical care
and yet is relatively neglected by medical education courses in Australia.

Aim: This systematic review was conducted to assess the curriculum content currently used to develop
medical student understanding of, and engagement with, spirituality in the context of patient care.
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Methods: Studies published in English from 2010 to the review date were included in order to focus on
the most recent curricula. Studies included medical students in undergraduate or postgraduate
programs, doctors in resident training programs, and registrars. Interventions considered for inclusion
were curriculum modules on communication skills in spirituality, spiritual needs assessments and holistic
care planning. Six databases including PubMed, Scopus, PsycINFO, Embase, Medline, and CINAHL were
searched electronically using the following keywords and MeSH search terms:- ‘medical students’,
‘doctor‘, ‘physician’, ‘spirituality’, ‘spiritual care’, ‘religion’, ‘education’, ‘history taking’ and
‘communication skills training’ from 2010 to 2020.

Results: For 342 articles, three researchers screened the titles and abstracts; disagreements were
resolved by discussion. Full-text articles were assessed for eligibility based on study and report
characteristics: 17 papers were included in the analysis. Curriculum content of each study was reviewed.
The following key features were employed frequently: chaplain shadowing, communications skills
training, self-reflection, examining evidence and relationship building.

Conclusion: This review has determined the core content, aims and objectives to guide construction of
spirituality curricula in Australian medical education.

Keywords: spiritual care, spiritual history taking, communication skills training

Introduction
The WHO definition of health and wellness from 1948 remains unchanged: “Health is a state of
complete physical, mental and social well-being and not merely the absence of disease or infirmity.” 1
However, most physicians would subscribe to the holistic definition of health, which is broader than a
purely biopsychosocial model. For example, the Australian Government Department of Health website
(2020) supports the need for mental health practitioners to, “respect and uphold people’s complex
needs and aspirations across cultural, spiritual, relationship, emotional, physical, social and economic
realms—not just in relation to their illness or mental health issues.” 2
The definition of holistic health given by Svalastog et al. (2017) is, “Health is a relative state in which
one is able to function well physically, mentally, socially, and spiritually to express the full range of one’s
unique potentialities within the environment in which one lives”. 3 Spiritual care is therefore a necessary
component of holistic medical care.
A definition of spirituality was agreed at a consensus conference in 2009: “Spirituality is the aspect of
humanity that refers to the way individuals seek and express meaning and purpose and the way they
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experience their connectedness to the moment, to self, to others, to nature, and to the significant or
sacred.’’ 4
Despite the apparent importance of spirituality, not many Australian medical schools include it in their
curriculum. A survey of 147 GPs practicing in Australia by Rombola (2019) regarding spiritual history
taking skills in holistic consultations elicited a number of barriers including insufficient time, personal
discomfort with the subject matter, and concerns from doctors about crossing boundaries into spiritual
areas that are not perceived to be appropriate for their profession to address. Most participants
recognised a lack of knowledge and skills and thus desired further training, especially in spiritual history
taking. There was strong support for this being included in Australian medical education 5.
In order to address this gap, a curriculum needs to be developed for Australian medical students that
focuses on the spiritual care of patients. Limited work has been done within Australian medical
degrees6.
An Entrustable Professional Activity (EPA) could be developed; educationally an EPA is defined as an
essential task of a discipline that an individual can be trusted to perform without supervision in a given
clinical situation. Not only will it be observable and assessable, but the related skills will build pertinent
competencies for this particular discipline.
Spiritual history taking as an EPA will involve key communication skills and strategies to integrate the
activity into person-centred and culturally-sensitive assessment and care provision. These
communication skills can be taught in role play in simulated patient encounters, recorded and coded as
observable skills, and hence assessed both pre- and post- training through structured patient
assessments (SPAs) typically used in communication skills training.
There is very little literature on the teaching of spirituality in Medical Education within Australia.
Significant work has been done in the USA and South America, and a smaller amount in the UK, to
develop and demonstrate the value of this element of holistic care being part of core medical school
curricula. Our objective is to elicit examples of established international medical curricula on spiritual
care, and use this to map out the core elements to be included in a program fit to equip the modern
Australian doctor for this essential task.
This integrative review has concentrated on medical education on spirituality in particular, rather than
broader searches including all healthcare professions. In the first instance, a review of international
teaching practice in the realm of spirituality and religion is required to inform the development of this
field in Australia.
This review aims to address two questions: “What does the current literature reveal on how to educate
medical students/residents in the art of spiritual history taking and spiritual care?” and, “What examples
exist in medical training programs worldwide of the essential ingredients of a curriculum which
describes the elements of spiritual care?”
Methods
Searches
This systematic review followed the Preferred Reporting Items for Systematic Reviews and MetaAnalyses (PRISMA) guidelines7 and was registered with PROSPERO (CRD42020200497).
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Six databases including PubMed, Scopus, PsycINFO, Embase, Medline, and CINAHL were searched
electronically between 24 and 28 August 2020 in the following manner, using these keywords and MeSH
search terms:#1 Medical student$ AND Doctor$ AND Physician$
#2 Spirituality OR Spiritual Care OR Religion
#3 Education OR History Taking OR Communication skills training
#1 AND #2 AND #3
Limited to 2010 – date
Limited to Abstracts in the English language
Reference lists of the included studies and relevant previous systematic reviews were also searched
manually.
Inclusion and exclusion criteria
Studies published in English from 2010 to the date were included in order to focus on the most recent
curricula. Studies included medical students in undergraduate or postgraduate programs, doctors in
resident training programs, and registrars. Interventions considered for inclusion were curriculum
modules on communication skills on spirituality, spiritual needs assessments and holistic care planning.
Sources such as abstracts, editorial materials, letters, case reports, unpublished materials, books,
opinion pieces or theses were excluded.
Study selection
Three researchers in Broken Hill (JW, DL, GH) screened the titles and abstracts independently;
disagreements were resolved by discussion. 217 records were excluded after review of title because
spiritual care was not addressed, the subject matter was too broad, or it was an opinion piece and there
was no suggestion that a study was involved.
Once the titles and abstracts had been screened, three researchers met up to agree on the studies that
would be included based on abstract review. It was important that the paper was in the context of
spiritual care but, to be included in the systematic review, it had to have a referenced curriculum in that
domain. 35 abstracts were excluded after three reviewers agreed that they demonstrated no reference
to spirituality in the context of a medical curriculum.
Full text of each of the 17 studies was read, notes were made regarding salient points and key themes
recorded and collated in a table. For each study key features of the curriculum, training delivery
methods and evaluation outcomes were summarised and tabulated. Number of participants, stage of
medical training, study centre and short (one day or less) or long (2 weeks or more) program length
were detailed. No automation tools were used. Quality of evaluation was assessed using Kirkpatrick’s
Hierarchy of Evaluation.8

Data extraction
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Included studies were tabulated in excel file. Extracted data included author, year, teaching centre,
stage of training of participants, features of curriculum, training delivery methods, and evaluation
outcomes.
This study did not require ethical approval.
Results
From a total of 342 manuscripts identified in the database searches, 17 papers met the inclusion criteria
(see Figure 1 for PRISMA flow diagram)7. If studies did not meet the inclusion criteria of clearly
articulated curricula, and training methods were not explicitly stated, they were not included in the
table. Three of the twenty studies originally identified were excluded from the final analysis; one was a
scoping review, another was a survey of many medical schools, and the other was a design study.
These studies are summarised in Table 1, revealing that 12 occurred in the USA, 10 involved medical
students, and cohort sizes were typically in the 40-60 participant range. Educational goals broadly
addressed attitudes, knowledge and skills in relating, while techniques employed observation in seven
studies, peer group discussion in five, and simulated communication encounters in four. Seven programs
were delivered within 8 hours and ten over two weeks or longer; two were spread over three years of a
post-graduate course.
Analysis of the papers showed that, whilst whole person medicine or palliative care were covered only
twice each, chaplain engagement was utilised in eight curricula, and spiritual aspects of care in eleven.
In none of the papers was the curriculum delivered to students or residents more than loosely defined;
in the majority, only broad topic headings were listed.
Role of Chaplains
Shadowing chaplains, debriefing with them, or writing reflectively about observing their interactions
with patients were exemplified by Gomez (2020), Schonfeld (2016), Frazier (2015), and McEvoy (2014) 912
. Evaluations of these demonstrated an improved understanding of approaches to difficult or spiritual
topics with patients and emphasized the importance of spirituality in medicine.
Hemming (2014) took this further, by developing an inter-professional working partnership between
medical residents and chaplain interns 13. Anandarajah (2016) incorporated rounds with the chaplain as
part of the New England residency program for PG1-3 14.
Group discussion exemplified by Piscitello (2020) and van der Greer’s (2018) studies showed increased
competence in spiritual history taking and reduced barriers to spiritual care, as well as improvement in
the understanding of the chaplain role 15, 16.
Spirituality immersed in Palliative Care teaching
Ellman’s (2011) half day course for 3rd year students sought to address spiritual and cultural aspects of
palliative care in an inter-professional context 17. Over 200 students participated and they affirmed that
learning objectives had been met. Parikh (2017) provided 3rd year students with communication training
specifically in palliative care. One objective was to improve skills in initiating conversations regarding
religious or spiritual values or practices 18.
Spirituality immersed in whole person care
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Anandarajah (2016) invested 7-9 hours per year in the residency program with whole person care as a
key ingredient. Once per year they held a half day structured workshop followed by dinner which began
with a 30-minute session on whole person care including spiritual self-care. Small group discussions,
contemplative activities and energising activities followed. Longitudinal analysis of participants found
that deeply positive effects on spiritual care skills were sustained eight years after finishing residency 14.
Bell (2010) ran a 30 hour program over the course of a 12 week selective study module for second year
students in Belfast, UK. Whole person care was a central theme and was delivered through facilitated
discussion, observed clinical interactions and spiritual history taking. Students reported a greater
understanding of the value of whole person care and felt better equipped to discuss spirituality and
religion with patients 19.
Spirituality/Religion as a distinct curriculum
Eleven of the papers sought to teach this aspect of patient care; a variety of different methods were
utilised. Lectures, case-based discussions, chaplain-led discussions, practical skills, spiritual assessments,
a teaching Objective Structured Clinical Examination, simulated patients and on-line learning were all
employed. The psychiatry residency program (McGovern 2017) held spirituality dinners where,
“representatives of various world views presented application of their beliefs to the treatment of mental
illness in interactive sessions”20. Bridge (2014) ran an elective module for final year students in Australia
which included completion of self-reflective journals and a 1500 word case report with a focus on one
special patient’s experience of their illness 21. Table 2 summarises the aims, learning objectives and
curriculum content identified in this review.
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Table 2: Summary of potential core content for a spirituality curriculum
AIMS
WHOLE PERSON CARE - ATTITUDES,
KNOWLEDGE AND SKILLS

REDUCE BARRIERS TO SPIRITUAL CARE

KEY LEARNING OBJECTIVES
SPIRITUAL HISTORY TAKING

CORE CONTENT
CHAPLAIN SHADOWING

COMMUNICATION SKILLS

TEACHING OSCE
CASE-BASED DISCUSSIONS

RELATIONSHIP BUILDING

SIMULATED PATIENTS

SELF-CARE
UNDERSTANDING OF MAIN WORLD

REAL PATIENT HISTORY TAKING
SELF-REFLECTIVE JOURNALING
SMALL GROUP DISCUSSIONS
SPIRITUALITY DINNERS

BELIEF SYSTEMS

Evaluations from participants
Assessment of the quality of the evaluations with reference to Kirkpatrick’s Hierarchy of Evaluation8
demonstrated that the majority were at level 2A, meaning that the learners believed there had been a
change in their ability to achieve the tasks. Only two studies were level 1, simply measuring a change in
attitude of the students. Two more studies were level 2B showing there had been a growth in the
learners’ knowledge.
There was widespread affirmation from students of every curriculum that their participation had grown
their understanding and willingness to engage with the spiritual dimension of patients and their
healthcare. Where spiritual history taking had been taught, confidence had increased. Over two-thirds
of psychiatry residents agreed that addictions and mental health have spiritual dimensions 20.
In Brazil, Osorio (2017) reported that a 3 week program of lectures and practical experience not only
increased knowledge, but willingness and comfort with spiritual history taking amongst 1st and 2nd year
students, when compared with a control group 22. Similarly, Goncalves (2015) ran 28 hours of lectures,
spiritual assessments of standardised patients and then in-patient assessments. Over 85% of students
felt comfortable with the approach; they also found that it improved their relationship with patients 23.
After teaching communication skills in palliative care to 3rd year students, Parikh (2017) found that at
one year follow-up, 80% had retained communication skills 18.
Roseman (2014) aimed to grow compassion in medical residents using a one-day course comprising
dialogue, somatics, meditation and arts-based techniques. Participants left with increased self-care
strategies, an ability to discuss real feelings and thus to make deeper patient connections 24.
Overall, from this collection of papers, it seems clear that where spirituality is included in the medical
education curriculum, barriers are reduced, skills in history taking and exploring of whole-person care
are enabled, and medical trainees are better equipped to understand their own needs for spiritual selfcare. Many of the authors comment that parts of their courses need to be included in the standard
medical school curriculum 10.

This article is protected by copyright. All rights reserved.

Accepted Article

8
Discussion
This systematic review of international medical school and residency program curricula that address
spirituality and religious aspects of patient care, demonstrates a wide variety of approaches. However,
some common ingredients have been identified, and they should be considered for inclusion in a
curriculum designed for the Australian medical educational setting. For example, chaplain shadowing,
communications skills training, self-reflection, examining evidence and relationship building featured
frequently.
Student feedback suggests chaplain shadowing has its merits with regard to broadening their
understanding of a patient’s spiritual needs in the context of healthcare. Similarly, spending time in a
discussion group led by a multi-disciplinary team including a chaplain, allows the reality of whole-person
medicine to be modelled in a practical way.
Programs that include the opportunity for self-reflection, either through journaling, and/or group
discussion, facilitate the development of spiritual self-awareness. This is essential if current and future
doctors are to be effective in recognising a patient’s need to have this aspect of their care addressed 25.
Spiritual histories will not be taken well, if at all, if the skill is not taught effectively and therefore this
should be a core component of any Australian medical school curriculum.
The best way to improve skills in spiritual history taking and spiritual care is for a supervisor to model
them to the students using simulated or real patients. Students can then attempt the task themselves
and receive feedback from their tutors in real time. Several authors described using such methods and
report that the experience was well received. 10, 19, 20, 23
The concept of a teaching OSCE was employed successfully by Ledford (2014).26Traditionally OSCEs have
been used in summative assessment; in this case the setting was modified to give teacher and peer
feedback in a formative setting twice a year. The new format provided direct observation and feedback
to students on their doctor-patient relationship skills, and their ability to explore a spiritual history.
A question worth consideration is, at what stage in medical training is spirituality best introduced? There
were six out of ten programs that delivered this in clinical years 3 and 4; this would seem to be the more
favourable time given that the students will then have ample opportunity to explore this recently learnt
skill with the patients they see. Future doctors need to consider their own spirituality as this will not
only enhance their ability to connect with patients on this level, but will set them up for better self-care
and lessen the chance of burnout 27, 28.
There is a debate between electives, special study modules and core curriculum. In the first and second,
the most interested students will commit 12. They will also have 4 weeks of immersion in a subject they
are very interested in learning about 19. In the latter, the Head of Curriculum is going to need significant
persuasion - that the hours required to accommodate an effective module have sufficient merit when
weighed against all the other parties lining up to have their offerings included 10.
It is more likely, if agreed for inclusion, that a program would be delivered in drip-feed fashion rather
than an intensive block. For example, if the three disciplines that hold the most natural affinity for such
a program, namely palliative care, mental health and general practice, took on components of the
overall spirituality curriculum, some vertical integration would be achieved across years 3 and 4 as
students rotate through the teaching undertaken by these different disciplines.
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Students appreciated the distinct set of skills that chaplains demonstrated in communication and
relationship with patients; models that doctors could incorporate into their careers 9. Chaplain lectures
were well received by residents 15.
How long a curriculum might be is tied to the choice of its content but relatively brief programs display
clear benefit 16. Bridge (2014) recommended that a group size of 3-4 was optimal in a four week elective
on “Spirituality, suffering and healing” 21. Larger cohorts with multiple facilitators also work, 15, 20, 22
however, a more repeatable experience with consistency of supervisor and fewer students creates a
more intimate environment to share ideas and experiences within.
Once a curriculum has been shaped for use within Australia, another consideration is whether the
utilisation of an OSCE station in final examinations would provide a sufficient stimulus to take learning
seriously with regard to spiritual history taking. Medical students are notoriously exam focused when it
comes to determining the priority learning areas from what they have covered each year 29 so
incorporation of spiritual care into one or more stations would be likely to have a positive correlation
with their commitment to learning. Ledford (2014) used a teaching OSCE to prompt learners to engage
with patients who want to talk about religion and/or spirituality. Overall, this innovation provided a
model for physicians to engage willingly in R/S discussions with patients 26.
Key curriculum content as illustrated in Table 2 includes working with chaplains, journal article
discussion, reading relevant books and field visits to places of worship (8-10, 12, 14, 19, 27). Selfassessment and journaling have also been formative 12, 21. Understanding of key aspects of world religion
and ethical issues were identified as areas for improvement in such a curriculum 12, 17.
Overall, we argue that all medical students should have a grounding in R/S learning during the course;
clinical years seem more favourable than pre-clinical years. A short intervention is more common and
would be achievable. To engage students with spiritual care of their patients, the case should be made
for integrating at least two half days into the 3rd or 4th year medical school curriculum.

Limitations
This systematic review considered original papers in English language only and focused on peerreviewed journal articles, leaving out book chapters and other publications. Grey literature was not
consulted. In order to keep the findings as contemporary as possible for curriculum development, and
mindful of a similar review conducted by Paal, Helo and Frick, which covered the period up to mid201330, we limited the search to a 10 year period.
Given our multi-cultural society, it was surprising that curricula appeared to neglect coverage of the
large world religions, differences in their rituals, and the contribution they make to adaptation to life
events, trauma, and challenges across the life cycle. It was difficult to discern just how multidenominational content was, nor was there clarity about how to address the needs of the agnostic or
atheistic person, although humanism in the curriculum ought to address these.
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Conclusion
This review has determined a list of core content, aims and objectives for a spirituality curriculum that
will guide further work on this. Future research is planned in order to establish the learning needs of
medical practitioners in the field of spirituality.
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First Author Year Centre

Trainees

Number Key features of curriculum

Training delivery methods

Time Study Design

Outcome of evaluation

Significance

Quality*

Mixed methods Improved understanding of discussing difficult or spiritual topics
with patients
Qualitative
Competence in S/H taking doubled; knowledge re. chaplain role

N/A

K2A

N/A

K2A

N/A

K2A

N/A

K2A

P<0.001

K2B

N/A

K2A

Gomez

2020 Pennsylvania 1st year E

148

One shift of trauma chaplain shadowing

Processing of patient/family experiences

S

Piscitello

2020 Chicago

Med Res

51

How R/S affects health; chaplains; increase S/H skills

2 lectures; 1 case based group discussion

S

van der Geer 2018 Netherlands

Physicians

41

Concise S/C training for clinical teams

Group learning sessions led by chaplains

S

McGovern

2017 Texas

Psych Res

12

Seminars, clinical experience, spirituality dinners

L

Osorio

2017 Brazil

1st/2nd yr

43

14 hours theory; 10 hours practical

L

RCT

Parikh

2017 Ohio

3rd year

105

Personal spirituality;
assess and respond to spiritual/mental suffering
Importance of spiritual health;
spiritually based approach to patients
Communication skills in palliative care

Quasiexperimental
Qualitative

Simulated patients - three scenarios

S

Evaluation

Reduced barriers to S/C; increased competencies and improved
attitudes
Appropriate to address S/H 77%; over 2/3rds agree that addictions
and mental health have spirtual dimensions
c/w control group, increased knowledge, comfort with S/H taking,
willing to address S/C.
80% retained communication skills; 16% retained R/S values

Anandarajah 2016 New England Med Res

13

Self-care, spiritual assessment, whole person care

Tutorials, group discussions, clinical round with chaplain

L

Qualitative

Deeply positive effects sustained 8 years after program

N/A

K2A

Hemming

2016 Baltimore

Med Res

57

Modelling of teamwork, communication and spiritual care

L

Qualitative

Rich learning: patient-centred care, spiritual care, team-based care

N/A

K2A

Schonfeld

2016 Atlanta

4th year E

70

Theory, spiritual assessment, chaplain shadowing, practice

L

Qualitative

Incorporation of parts of this course into standard curriculum

N/A

K1

Frazier

2015 Los Angeles

1st year

166

IPL clinical partnership between
medical residents and chaplain interns
Effect of R/S on medicine, evaluate research,
patient assessment, reflection
Shadow hospital chaplain

Rounds for half a day plus written reflection

S

Qualitative

Increased understanding of importance of spirituality in medicine

N/A

K2A

Goncalves

2015 Brazil

1st to 3rd

41

Spiritual history taking

Lectures 28 hrs, spirituality assessment of SP then inpatients

L

Evaluation

N/A

K2A

Bridge

2014 Australia

5th year E

36

Spirituality, suffering and healing

L

Evaluation

N/A

K1

Ledford

2014 Maryland

Res/students

28

R/S challenging conversation with SP

Interprofessional ward rounds, reflective journals,
case discussion, patient journey
Teaching OSCE, personal, guided and group reflection

S

Qualitative

N/A

K2A

Roseman

2014 Florida

Med Res

16

Sidney project - growing in compassion

Dialogue, somatics, meditation, arts-based techniques

S

Descriptive

N/A

K2A

McEvoy

2013 New York

4th year E

20

Chaplain shadowing, journal discussions, self-reflection

L

Qualitative

N/A

K2A

Ellman

2012 Connecticut

3rd year

217

IPL; online learning and simulation

S

Evaluation

P<0.003

K2A

Bell

2010 UK

2nd year

60

R/S understanding, eliciting beliefs,
forum for student R/S reflection
Spiritual, cultural and interprofessional
aspects of palliative care
Whole person care, explore student reactions

Facilitated discussion, observed clinical interactions,
history taking

S

Evaluation

Students comfort with approach 85%; patients responded well.
Improved relationship.
Connecting belief systems with impact on receiving care;
spiritual journeys of patients and doctors
Need for readiness to address R/S issues; reflection on practiced
strategies
Making deeper patient connections; self-care strategies; discussing
real feelings.
Importance of R/S in patients’ lives; self-understanding;
contemplation R/S -> motivation
Met all learning objectives including identify spiritual and
cultural needs
Value of whole person care; better equipped to discuss R/S with
patients

N/A

K2B

Key: E = elective; S = short (<8 hours), L = long (2 weeks or more); IPL = interprofessional learning; S/H = spiritual history; S/C = spiritual care; R/S = religion and spirituality; SP = standardised patient.
* Kirkpatrick's hierarchy of evaluation. K1 = learner's satisfaction with training; K2A = change in learner's self-efficacy; K2B = growth of learner's knowledge; K3= growth of behavioural skills; K4= change in patient care outcomes.
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PRISMA 2009 Flow Diagram

Records identified through
database searching
(n = 340)

Additional records identified
through other sources
(n = 2)

Records after duplicates removed
(n = 272)

Screening

Accepted Article

Identification

for inclusion in qualitative synthesis for inclusion in qualitative synthesis

Records screened by title
(n = 272)

Full-text articles assessed
for eligibility
(n = 20)

Included

Eligibility

Records screened
by abstract
(n = 55)

Records excluded
(n = 217)
Spiritual care not
addressed; opinion piece

Abstracts excluded
(n = 35)
Curriculum not described
or assessed

Full-text articles excluded, with
reasons (n = 3)
Scoping review -1
Design paper -1
Survey of many clinical schools - 1

Studies included in
qualitative synthesis
(n = 17)
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